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Executive Summary: The current pilot study evaluated the compaterf Master’s level
professionals (Licensed Clinical Addiction Speatiand Licensed Clinical Social Workers) to
review and recommend appropriate outcomes for A8@iduals under a commitment petition
for involuntary commitment from October 1, 2008April 30, 2009. The study found
statistically significant evidence to suggest taister’s level staff make very similar decisions
pertaining to the first level evaluations for inuntary commitment to those made by
Physicians/Psychiatrists and eligible Psycholodisiisse currently eligible to make such
determinations under statute, waiver aside). Ttoidysdid not find evidence that Master’s level
staff released people when they should have beamdted. The study did not include
Psychiatric Nurses (who were eligible, per waiegislation) owing to their minute numbers in
the state (see page 8). While the StakeholderssadyiCommittee did include representatives
from the N.C. Nurses Association and the North GQaadBoard of Nursing who were a part of
the evaluation development, it was clear that psyab nurse participation was highly unlikely.

Therefore, the recommendation from this study @ Master’s level Licensed Clinical Social
Workers, and Licensed Clinical Addictions Specitalise allowed to perform first level
commitment examinations statewide.

The process of involuntary commitment of an indidtto a psychiatric hospital involves a
“first level” examination by a Physician or an dtilg Psychologist in a community setting. A
Psychiatrist at the state psychiatric hospital tt@mducts a “second level” examination to
confirm the need for involuntary commitment. In 003, the North Carolina legislature
passed Session law 2003-178 (House Bill 883) dirgt¢he Secretary of the Department of
Health and Human Services to develop a pilot progratially allowing up to five Local
Management Entities (LMES) to waive the currentegahstatutes to allow Masters level
professionals, in addition to Physicians/Psyctstgrand eligible Psychologists, to conduct the
first level examinations for involuntary commitmenthis waiver was instigated to evaluate
whether licensed Master’s level professionals calidorm the initial examination for
involuntary commitment as competently as Physi¢Rsychiatrists and eligible Psychologists.

Introduction and History

Phase | Pilot Study:Five LMEs were selected by the Secretary, per th@tory waiver, to be
trained and to evaluate individuals as necessary.

The first five LMESs that were selected by the Strewere:
1) CenterPoint Human Services
2) Crossroads Behavioral Healthcare
3) Pathways MH/DD/SAS
4) Smoky Mountain Center
5) Piedmont Behavioral Healthcare

The pilot study, requested by the General Assembdier this amended statute, began in June
2006 with the cooperation of an advisory body (8bekeholders Advisory Committee), which
included representatives from the North CarolingcRslogical Association, North Carolina
Psychiatric Association, North Carolina Substanbeige Board, National Association of Social
Workers, North Carolina Council of Community Pragsa North Carolina Medical Society and



the North Carolina Nurses Association, amongstrsthEhe results of that pilot study (described
in Appendix Awere based primarily on data contributed by tluietne five waivered sites, with
the majority of the data coming from a single sitde question of whether Master’s level staff
makes different decisions pertaining to the fiestell evaluation for involuntary commitment

than do Physicians/Psychiatrists or eligible Psiadists was studied. Findings were that
Master’s level professionals are as accurate grniefy a person to the second level evaluation as
are Physicians/Psychiatrists or eligible PsychalsgiAlso this study did not find any evidence
that Master’s level professionals release peoplenthey should have been committed. In
summary:

* 162 individuals from the five pilot sites were avatied by both Masters and Doctoral level
examiners.

* There was 97.5% agreement between Masters andiabcevel staff in their
recommendations from First Level Examinations.

* 69 of the 162 individuals were recommended by bgisters and Doctoral Level for
inpatient commitment.

*  81%-93% of the recommendations were confirmed bygrse level examinations of the
individuals, depending on the type of commitment.

* 89 individuals were recommended for release sineg did not meet the commitment
criteria. Detailed results from the Phase 1 ofgihat are presented iAppendix A

The recommendation from this study was that thet pié expanded statewide to allow licensed
Clinical Social Workers, Psychiatric Nurses, anddnsed Clinical Addiction Specialists to
perform first level commitment examinations. Altlghuthe study found no evidence of any
harm, it was not able to demonstrate definitivligttno harm is caused by having Master’s level
staff perform first level commitment examinatiokghile the study indicated that there was a
very strong correlation between decisions madédbymaivered Master’s level clinicians and
eligible Psychologists and Physicians/ Psychiatriste data was eventually deemed
guestionable due to the sample coming from a sisitge the inability to apply the findings to

the rest of the state’s population, and lingeringsiions about medical risk to individuals who
were released.

Phase Il Pilot Study

In October 2007, the General Assembly extendedetjislative waiver to five additional Local
Management Entities and requested that the NC Divisf Mental Health, Developmental
Disabilities and Substance Abuse Services (DMHDDBSA&S8esign the evaluation in an effort to
obtain more conclusive results. More specificalyg legislation (Session Law 2007-504, House
Bill 627) indicated that “The Secretary shall exaRithe effectiveness, quality, and efficiency of
mental health, developmental disabilities, and &urize abuse services and protection of health,
safety, and welfare under the waiver.”

The second group of five LMEs that were selectethkySecretary, using a Request for
Application (RFA) process directed by the DMHDDS#¢luded:

6) Alamance-Caswell-Rockingham

7) Durham



8) East Carolina Behavioral Health
9) Eastpointe
10)Mecklenburg

In January 2008, the Division of MH/DD/SAS agaimeened the Stakeholders Advisory
Committee. In addition to representatives from aiz@tions in the Phase | Pilot Study, the body
also included representatives from the LMEs wholteseh involved in the first evaluation study.
In designing this second evaluation study, the gm@eognized the need to balance the goals of
expanding the work force in the state and ensuhagnost desirable outcome for the individual
being evaluated. The second evaluation was aksigried to address the perceived deficiencies
identified by the Stakeholders Advisory Committedhie previous evaluation. Challenges
identified from the previous evaluation includeddequate sample size and lack of
generalizability. In addition, a concern expresisgdhe Stakeholders Advisory Committee
members was that an individual might be at medis#| if not seen by a physician.

Three sites were chosen for their regional geogcaipresentation, population mix and
provider capacity. Licensed Master’s level profesais from three of the Phase | study LMEs,
from the Phase Il study LMEs, and from the NC Sast Abuse Professional Certification
Board participated in three-day training, compeyaesting and a subsequent certification
practicum. The onsite, “face to face” evaluatioawgy included Master’s level evaluators, who
completed an assessment tool, the North Carolindifidd Galatean Risk Assessment Tool
(GRIS\T),after a “face to face” assessment for each indalidThe results of this assessment
were distributed to three “paper” review groupsnpoised of physicians, eligible psychologists
and licensed Master’s level professionals. Thesapg evaluated the cases based on the
information in theGRISTcompleted by the onsite, “face to face” evaluatdle
recommendation from each group was recorded, ogeédur independent recommendations on
any one individual included in the evaluation afidveing for a more comprehensive analysis.

The level of agreement between the onsite, “fadade” evaluators and the three groups of
“paper” reviewers was very high and statisticalfngficant at 93.8% (Master’s level), 88.6%
(Psychologists) and 85.6% (Psychiatrists).

A separate comparison was completed between the groups of “paper” reviewers. The

results were once again statistically significaithva 91% agreement between the Master’s level
reviewers and the Psychiatrists, and a 90.2% agreebetween the Masters level reviewers and
the Psychologists.

A summary of the Phase Il Pilot Study results idetu

» 189 individuals from the pilot sites were evaluabgdooth Masters and Doctoral level
examiners.

e 155 of the 189 individuals were recommended foaigmt commitment by the Master’s
level on-site “face to face” evaluators.

» Agreement between the three groups of paper reviearel the on-site evaluators, as well as
agreement between the groups of “paper” revieweds, statistically significant.



The remaining portion of this report presents thauation design and results of this second
phase evaluation in detail.



Background: In 2007, the North Carolina General Assembly pa&ession Law 2007-504,
House Bill 627 directing the Secretary of the Dépant of Health and Human Services to
expand the pilot program allowing an additionaéfivocal Management Entities to waive the
current general statutes pertaining to the fingtll@xaminations for involuntary commitments
(first commitments) performed by Physicians/Psyktsts or eligible Psychologists. First level
commitment evaluations are typically done by Phgsis/Psychiatrists or eligible Psychologists
or, more typically, by emergency room physician®wahe often aided by onsite Master’s level
licensed clinicians (Licensed Clinical Social Warker Licensed Clinical Addiction Specialists,
depending on the presenting individual’'s need &edstope of practice of the evaluating
clinician).

A review of mental health and substance abuse ggmfieals across the state of North Carolina
in 2006 showed that there were 30 counties achaesstate where there were no registered
Psychiatrists and 25 counties that did not havsyallogist $ee Appendix B, Maps of
Professions across the Stata)l but four counties in the state had one or macensed

Clinical Social Workers (LCSWs). The NC NursingaBd reports that there was only 34
Master’s level Psychiatric Nurses in the state.réfage 1,107 registered and active Psychiatrists
in the state of North Carolina and 1,801 PhD |&&}chologists in the State
(http://www.shepscenter.unc.edu/hp/profO7 htAt one level then, noting these numbers, there
was a perception that a strategy was requireduelde and supplement the workforce in order
to meet the needs of individuals with mental heaitd substance abuse challenges who were in
periodic need of first commitment evaluations asrbe state. Building competence among
Master’s level licensed, qualified professionalsi(®¢s, Social Workers and Clinical Addiction
Specialists), who were trained, tested and cetltifieas expected to create humane and timely
options via the first commitment/involuntary commént process that would extend the ability
of the system to respond to consumer needs wheasandeded.

In preparation for the second phase evaluationest@d by the General Assembly,
DMHDDSAS staff interviewed a majority of key stalodtiers to determine those aspects of the
first research effort that they deemed problematid to ascertain where they believed changes
might be made to address the problems and so amisevkrgislative questions posed. In so
doing, the two basic evaluation questions, basetth@hegislation were agreed upon:

» Can comparable competency be developed in Madémes$ professionals to evaluate an
individual for first level commitment through tramg using a prescribed curriculum?

» Will the immediate recommendationade be the same between the two professional
groups given the same set of information on arviddal?

Challenges that were identified and that needdsttaddressed in order to ensure accuracy and
parity across the state included a selection es st be based on:

* Region of the state

» Population demographics (urban vs. rural)

* Volume of first commitment evaluations conductethatsite (i.e., so as to yield a
statistically valid sample within the study timed)

» Site staffing and structure



» Access to a state hospital
* Local crisis management capacity

The Stakeholders Advisory Committee agreed that@uBst for Application (RFA) would be
issued to all LMEs in which the criteria above wbbk taken into account. Selected sites would
be required to identify and support staff to béned and qualified to staff the sites 24/7 during
the period of study. In responding to the RFA,ssikere asked to address and describe their
respective sites’ strengths and weaknesses witlraddg the region of the state served, site
structure and staffing, demography of individuassed, the volume of first commitment
examinations conducted at the site, access tdeasgchiatric hospital, and local crisis
management capacity. The sites would be requiréalltw the research protocade

evaluation section belgwvith regard to collecting information, using pcabed forms, and
would provide the information for third party “papeeviews, per the protocol described below.
Five LMEs responded to the RFA and were acceptedie training.

DMHDDSAS staff, with significant and crucial collaation from those sites involved in the
first phase research effort, designed and orgardzédee day training in which leading experts
within the state were recruited to present on ¢hevant topicsgee Appendix C for course
outling). In addition, LME site staff, at the suggestidmembers of the Stakeholders Advisory
Committee, revised and improved the validity of tekated test which each trainee was required
to pass in order to do first commitment evaluationder the waiver. DMHDDSAS staff, with
grant support from the National Association of Meiiealth Program Directors, arranged for
the trainings to be videotaped such that the tmgsiwvould have ongoing training utility for
waivered LMEs when they were put on-lireeé Appendix C for the online referendenirty-

one trainees participated in the training helduneJ2008 at the NC Council Training Facility.
This number included individuals from the newly wexied sites, the previously waivered sites
and individuals representing the North Carolinasaice Abuse Professional Certification
Board. All trainees were administered the teshefrhaterials presented. Those who passed the
test had then to undergo a certification processgaeed upon by the Stakeholders Advisory
Committee, in which they were supervised by PhassiPsychiatrists or eligible Psychologists
who would then determine their ability to indepemitieadminister first commitment evaluations
thereafter. As an indication of the rigorous natiréhe training/testing/certification process and
the tight timeline under which the second phaséuatian process was being implemented, of
the 31 initial trainees, 13 were eventually abladbindependently to do first commitment
evaluations in waivered LMEs.

Evaluation: As suggested above, the evaluation was designgetéomine whether competency
comparable to that of a Psychologist or Psychiatéa be developed in Master’s level
professionals (LCAS, LCSW) to evaluate an individoafirst level commitment through
training using a prescribed curriculum. The evatraalso asked the question of whether the
immediate recommendation (commit vs. release gradignt commitment) on a specific
individual will be the same between the differerdups of professionals (Psychiatrists,
Psychologists and Master’s level professionals)mthe same information is evaluated. It
should be noted that while legislation allowed Mastlevel Psychiatric Nurses to be allowed to
be included amongst the waivered clinicians, naréi@pated owing to their very small
numbers (34 in the state).



The study design required Master’s level licensedgssionals (referred to as site level “face to
face” evaluators) who were qualified, trained,edsand certified, to gather information through
a standardized, validated instrument on individwaie were brought in for first commitment
evaluation. That detailed information was then sitiieh via an online process, along with their
recommendation as to outcome (commit vs. releasatpatient commitment). The information
gathered on each individual, except for the recondagon, was then distributed to and
reviewed by three independent groups of “paperienggrs: 1) Masters’ level professionals who
have themselves undergone the training, competesting and certification described above, 2)
Psychiatrists; and 3) eligible Psychologists. Aosetlevel Master’'s qualified “paper” reviewer
group was deemed necessary in the evaluation d&diggwas so that there would be an
independent Master’s group available for compariban would have had access to the same
level and quality of information as the Psychiasrisnd Psychologists, unlike the “face to face”
site level evaluator who would have had the addstefit of having actually seen and interacted
“face to face” with the individual on whom they wanaking a recommendation. Each of the
three groups of second level “paper” reviewers wdhen evaluate the information gathered by
the site level “face to face” evaluator and maldependent recommendation(s) on the
individual, which, again, were submitted onlineglie DMHDDSAS Principal Investigator.

In total then, there were four sets of recommendatmade on any one individual included in
the evaluation (the “face to face” recommendatimiasle by the Masters’ level evaluators on site
and the recommendations done by the independemdéevel Master’s Level, Psychiatrist and
Psychologist “paper” reviewers done with the onbadmissions of the validated instrument).
The four sets of recommendations on an individuedevthen analyzed for level of agreement or
concurrence between the groups. It was agreedeb$ttikeholders Advisory Committee that a
high level of agreement80% ) between the groups on recommendation would detrataghe
competency of a Master’s qualified professional \Wwhas undergone the
training/testing/certification to independently Bwate and commit an individual in a manner
consistent to that of a Psychiatrist or eligiblgdP®logist.

Thus, three sites were identified through the regter application (Smoky Mountain North,
East Carolina Behavioral Health and Durham Locahdgement Entities) and provided
professionals who participated as the pringty level “face to face” evaluator$n addition,
representatives from three other LMEs (EastpoMtgklenburg and Alamance Caswell
Rockingham), who qualified to participate in thakesation through the RFA process, and select
members of the Substance Abuse Board were alsadiedlin the training. The representatives
from the latter group of Master’s level professisrfanctioned asecond level Master’s

“paper” reviewers.The North Carolina Psychiatric Association andNeth Carolina
Psychological Association identified members frdmitt respective organizations to function as
second level “paper” revieweras well. The study design also went through tivésn’s
Internal Review Board review process and receivedrance for implementation.

Assessment ToolA standardized and validated mental health risksssaent instrument
developed by the University of Aston, in the Unitédgdom called th&alatean Risk
Assessment To@BRIST) (Appendix F was identified to be the core instrument on which
information was to be collected on each individdalalidated instrument is a question, or



series of questions, that has been shown to gatatecanswers, where accuracy is defined as
people actually answering the same questions tetssts think they are asking. This
instrument was presented to the Stakeholders AdviSommittee, which then reviewed and
approved the instrument as suitable to the prodggsoval for the use of the instrument was
obtained from the primary developers of GBRISTtool at the University of Aston. This tool
records the risk judgments associated with thegpéssnental health problems and the
information supporting them. In addition to thislica two page preliminary assessment tool was
developed by a field clinician, Don Herring of Warst Highlands LME, and approved for use by
the Advisory CommitteeAppendix D, Preliminary Assessment Taolorder to give a brief
indication of the individual's mental status at thee of presentation. The two instruments were
then built as a single module into the online syrsgstem Survey Monk&yin addition, a

survey recommendation form was developed in Sukenkey for second level “paper”
reviewers to input their recommendation. Each seédevel “paper” reviewer had three options
for recommendations they could make on each indalidl) inpatient commitment, 2) release
and 3) outpatient commitment. Reviewers also hadgtion of not making a recommendation
because of inadequate information. Access to thireogystem was limited to ‘entry only’ mode
for all reviewers. The DMHDDSAS Principal Investigahad access to download and analyze
the information on an ongoing basis.

Implementation: Data collection was conducted from October 1, 2@08pril 30, 2009. The
process was designed to be conducted online tal avoé delay between reviews, maintain
quality of data and avoid loss of information iartsit. Two modules were created on the online
survey system, Survey Monkey. The main module ohetithe primary data collection
instruments and a recommendation form for firseléface to face” site evaluators. The second
module was designed as a short form intended &thifee groups of second level “paper”
reviewers to submit their recommendation and tagsociated rationale. The first level site “face
to face” evaluators and the second level “paperiergers were all assigned unique IDs and
access to the Survey Monkey Assessment module.l&we site “face to face” evaluators
gathered and inputted information on each individioey evaluated for first commitment into
the onlineNorth Carolina modified GRIST Todlhese same evaluators also submitted a
recommendation on each of the individuals theywatad. Each individual’'s case report was
then converted to a Adobe Acrobat (.pdf) file aedt to the coordinator of each second level
“paper” reviewer group who then assigned each filgseandomly to one of their
representatives. The second level “paper” reviewer® blind to the recommendation of the site
evaluators (i.e., the first level site “face todaevaluator recommendation was not shared (as to
commitment or release) with the second level “papmrewers). The second level “paper”
reviewers were assigned unique IDs and given aardggo the online recommendation form.
The second level “paper” reviewers made their avdependent assessment of the individual
based on the information provided to them on thdifieal GRISTtool and documented their
recommendation in the online recommendation form.

The recommendations from each of the four groupsfitst level “face to face” site evaluators,
the second level “paper” reviewers, along with o#tey variables, were inputted into an Excel
data base and then later converted to an SPSS file.
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Data Analysis: Data was analyzed using SPSS 15.0. The data faontbe first level sites were
pooled to form the full sample file which includ&89 samplesThe analysis looks ahtee
factors- the percent (%) agreement, phealueand theKappa Statistic.

* Percent (%) agreement is the total number of caiseghich there was agreement
between the two groups of raters divided by thal teaamber of valid cases in that
relationship.

* TheKappa statistievaluates the degree of association or level ofwwance between
two groups; measure of inter-rater agreement fatigtive data: It is a statistical
measure for assessing the reliability of agreerbetween raters. Range for evaluation of
the Kappa statistic is as below

Poor agreement = Less than 0.20
Fair agreement =0.201t0 0.40
Moderate agreement =0.40 to 0.60
Good agreement =0.60to 0.80
Excellent agreement =0.80to0 1.00

* P value:The p-value indicates the probability that the lestained in a statistical test
is due to chance rather than a true relationshipd®n measures. Small p-values indicate
that it is very unlikely that the results were doehance.

A kappa statisti@as well as the percentage of agreement was ctdduiar each combination of
reviewers, i.e., between 1) the first level “faoddce” evaluators and the second level “paper
Master’s reviewers, 2) the first level “face todaevaluators and Psychiatrists and 3) the first
level “face to face” evaluators and Psychologistaddition,percentage of agreement and the
kappa statistiavere calculated amongst the three groups of selemetl“paper” reviewers as
well. Statisticians from the University of North ©ina (UNC) School of Public Health served
as consultants on the analysis of the data ancpretation of findings.

Each individual included in the sample had fouoremendations attached to the case file. All
189 had recommendations from first level “faceaoel’ site evaluators and from second level
“paper” Master’s Reviewers. Reviewing Psychiatrigisld not give a recommendation based on
the information that was made available to thenth@@GRISTtool on 15 individuals;
psychologists could not give a recommendation baseitie information provided to them on 6
individuals. Only two individuals were common tathh@roups. Analysis was conducted
including and excluding this category from the dega Only 17 individuals’ received an
‘outpatient commitment’ recommendation from reviegvigroups of professionals. The number
of cases in this category was extremely smallulsioh of the category in the analysis made the
level of concurrence weaker than it otherwise wddde been. The data presented in tables
below represent the level of agreement or concae@&ithout the inclusion of the ‘outpatient
category’. The percent agreement between groupgdimg ‘outpatient category’ in the analysis
is given in the foot notes.

Results and DiscussionEach of the three sites submitted evaluationstirecSurvey Monkey
data collection module. There were two reviewemsagh site. On final count, there were 77
submissions from Durham, 57 from East Carolina Betral Health, and 55 from Smoky
Mountain North, yielding a total sample size of 189
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Table 1: Distribution of Recommendations by Site

Site Inpatient Release Outpatient Total
Durham 59 14 4 77
ECBH 50 5 2 57
Smoky Mountain| 46 7 2 55
North

Table 1 shows the distribution of recommendatioith w each site. The majority of
recommendations from the on-site “face to face'lwatars were for inpatient commitment of
the individuals: 76.6% in Durham; 87.7% in ECBH &@#16% from Smoky Mountain North
respectively. Of the 189 individuals in the poosaanple, 155 individuals were recommended
for inpatient commitment by first level “face tockl site evaluators; only 34 individuals were
either released or recommended for outpatientelip by first level “face to face” site level
evaluators.

The three groups of second level “paper” reviewarse the Master’s level reviewers,
Psychiatrists and eligible Psychologists. Each gnoas treated as a single unit for this analysis.
The number of reviews conducted by each reviewtegeay ranged from 28-44 for Masters
qualified professionals; 18-24 for the psychiasrishd 15-28 for psychologists.

Table 2: Distribution of Recommendations by Type bReviewer

Reviewer Inpatient Release Outpatient Canndienaa Total
Recommendation

“face to face” Site | 155 26 8 0 189

Examiners

Master’s level 148 39 2 0 189

Psychologists 130 46 7 6 189

Psychiatrists 133 39 2 15 189

Table 2 shows the distribution of recommendationsdxh group of second level “paper”
reviewers. It may be noted that the first levec#ado face” site evaluators tend to recommend a
higher number of inpatient commitments compareithéosecond level “paper” reviewers. While
first level “face to face” site evaluators recommed a release option for 26 individuals, the
three groups of “paper” reviewers recommended seléar a higher number of individuals, with
the psychiatrists recommending release for 46 iddals and the Master’s qualified reviewers
and the Psychologists recommended 39 individuals &a release. It should be noted that
Psychologist reviewers did not provide a recommgadan 6 individuals and the Psychiatrist
reviewers did not provide a recommendation on #¥viduals out of the 189 individuals whose
cases they evaluated. Both groups cited lack afjwate information provided through the
validatedGRISTinstrument as the reason for the inability to makecommendation.

The level of concurrence or agreement was calallageng theKappastatistic. In addition, the

total percentage agreement between the groupsls@saiculated for each combination of
reviewers.
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Table 3:Level of Concurrence between Site Level “fze to face” Evaluators and Second level
“Paper” Reviewers

Masters Level Psychiatrists Psychologists P-Value
Second Reviewers % agreement % agreement
% agreement (kappa) (kappa)
(kappa)
“face to face” Site | 93.8% (.79) 85.6%(0.63) 88.6%(0.64) .00
Level Reviewer

Note. Inclusion of outpatient category in the as&yeduces the strength of association to 89.96talthe small sample size in that
category(.70) between the two masters groups, 810484) with psychologists and 85.5 %( 0.60) wilyghiatrists

Table 3 shows the level of agreement and the kafgistic betweeflface to face” site level
Master’s reviewerandsecond level Master’s “paper” reviewershe test was statistically
significant with gp-valueof 0.00. The level of agreement was 93.8% witlappa of 0.74, when
the outpatient category was excluded from the amalyn the comparison between the “face to
face” site level evaluators and the Master’s lethedre were no cases for which a
recommendation had not been made.

In the comparison between first level “face to fagite evaluators ansecond level psychologist
“paper” reviewers the test was statistically significant witltkappaof 0.64 and the percent
agreement at 88.6%. In the comparison betweenéwst “face to face” site evaluators and
second level psychiatrist “paper” reviewerhe test was statistically significant withkappaof
0.63 and a percentage agreement of 85.6%.

Table 4: Concurrence between Three Groups of Reviears

Psychologists Psychiatrists P-Value

Master’s Paper 90.2%(0.72) 91%(0.74) .00
Reviewers

Note. Inclusion of the ‘outpatient category anchitat make recommendation in the analysis reducstthegth of association because of the
small samples that fall in these categories to 83%4) between masters and psychologists; 89% Y0&teen Masters and Psychiatrists

Table 4 compares the levels of concurrence betweer groups of second level “paper”
reviewers amongst themselves. It could be argusthie first level “face to face” site evaluators
had the added advantage of seeing the individbhalsgelves, adding a bias to their
recommendation and making their recommendatioemfft than the recommendation of the
“paper” reviewers who only see the information tisanade available to them through the
modified GRISTtool. The comparison of the recommendations othihee groups of reviewers
may be more appropriate to answer the evaluatiestoqpn of whether Master’s qualified
professionals who have been trained on the prestgbrriculum, competency tested and
certified are able to make recommendations sinuldnat of the Psychiatrists and eligible
Psychologists, given the same information on arviddal. The table shows that each

! There were 6 cases for which the psychologistidooot make a recommendation due to inadequateniation
being available on an individual. Computation dappa statisticequires the availability of a symmetric table in
which the values of the first variable match thkiga of the second variable. Because the catedocgonot make
a recommendation’ was only available for the Psiadiets and not for thérst level “face to face” site evaluators,
the category had to be excluded from the analysisimy the number of valid cases 183. Similarlyréheere 15
cases on which the Psychiatrists could not malee@ammendation. Due to the limitations of the stiati$ test
which requires a symmetrical table for the compaitatf the statistic, the category of cannot make a
recommendation had to be excluded from the analysking the number of valid cases 174.
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comparison was statistically significant, witlkappaof 0.74 between Master’s level “paper”
reviewers and psychiatrists and an agreement of 8lk&ppaof 0.67 between Master’s level
“paper” reviewers and Psychologists with a totakaghent of 90.2%. In addition, the
psychiatrists and Psychologists were compared.eltves groups of professionals who currently
have the legislated authority to conduct a firshoatment evaluation had a 92% level of
concurrence with a kappa of 0.78, very similat® level of concurrence shown with the
Master’s level reviewers.

In July of 2009, the Division of MH/DD/SAS and tbavision of State Operated Health Care
Facilities, at the request of the Stakeholders sayi Committee, retroactively explored the
range of involuntary commitment referrals madeté&bespsychiatric hospitals during the project
time frame of October 1, 2008 to April 30, 2009pically, Durham Center admitted to Central
Regional hospital (CRH), East Carolina Behaviorahkh LME to Cherry hospital and Smoky
Mountain LME to Broughton hospital. The referralade by Master’s level waivered personnel
were only a subset of the total referrals madenduthis period from each of the three LME
catchment areas. In most instances, the hospitais mot able to differentiate between the
different professionals who made referrals. Of364 First Commitment referrals made from
Durham Center to Central Regional Hospital (botimases) during the relevant time frame,
there were only 8 denials made during second kevaluation. Of 119 referrals made from
ECBH to Cherry hospital, there were 16 denialddth cases it is unclear which professional
groups made the referrals that were denied admisBimughton hospital received 352 First
Commitment referrals of which 90 cases did not shpvior further evaluation or were diverted
to other facilities. 230 cases were admitted and/@2 denied admission. Of the 22 cases that
were denied, only 5 were referred by waiver pratessds of Smoky Mountain LME and the
other 17 by Emergency Department physicians. Taia dresented highlight the small
proportion of cases that were denied admissiomdwecond level evaluation. It was not the
purpose of the current evaluation design to foltmmsumers to the second evaluation. This data
does, however, give a glimpse into the high levelomsensus that would potentially be present
between first and second level evaluations, panad) the results of the phase | evaluation of
2006.

Medical Clearance/ Medical Evaluation

One of the areas of concern to the StakeholderssAdvCommittee was whether individuals
had adequate access to a medical examination,teadéferentiate their physical state from
their psychiatric state or to determine the inteoacbetween the two. Each of the first level
“face to face” sites followed its own protocol ietdrmining medical clearance. Approximately
97% of those individuals evaluated received a nadiearance per the site protocol as
indicated below.

Medical clearance is defined by the three sitesilhand complete medical evaluation by a
medical professional (MD, RN, NP or PA) which indas a toxicology screen, following the
state issued protocol. A copy of the State mandaedical clearance protocol is included in
Appendix E.
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Durham Center has two on-site Registered Nursesmaddically evaluated all individuals who
were brought in for involuntary commitment. The necatlevaluation consisted of an extensive
assessment which included a toxic screen andsigak. Elderly individuals who showed
abnormal vital signs were sent to Durham Regiorgdpital and to Duke University for further
medical evaluation and clearance. The first commthassessment does not happen till the
medical evaluation component is completed. Thelgitecontracted with a Physician Assistant
(PA) to be available during the weekend for medealuation and clearance.

Durham Center also implemented the first commitnesaaluations throughreedom House
Recovery Center of Durhaniihe center is an approved ‘involuntary commitrretd.” This
approval allows the site providers to commit anvittial to their own facility for observation
for a three day period. The individual is evaludigd Psychiatrist the following day, which
then substantiates or withdraws the recommendation.

In East Carolina Behavioral Health and Smoky Moumiéorth, when the pathway of entry of an
individual is through the emergency departmenheflocal hospitals, medical clearance is
conducted by the emergency room Physician. Themagirity of inpatient hospitals do not
entertain a referral for involuntary commitmentilatter a medical clearance has been
completed by medical professionals on site. IntamitiECBH is in the process of developing a
contract with a local psychiatrist as well as atalbory to assist with the medical clearance of
individuals who come to the site directly. At thise, the few individuals who are brought
directly to the provider site are taken first te thcal inpatient hospital for medical evaluation
and clearance.

Table 5: Medical Clearance by Site

Site Medical Clearance Done Medical Clearancemte | Total
Durham 98.7%(76) 1.3%(1) 77
ECBH 93.0%(53) 7%(4) 57

Smoky Mountain | 98.2(54) 1.8%(1) 55

North

Each site was required to put in place a processméalically clearing the individuals who
present for a first commitment evaluation. 98.7 fthe individuals from Durham, 93% of the
individuals from ECBH and 98% of individuals froom8ky North received medical clearance
before being evaluated for first commitment.

Conclusions:

Based on the results of this evaluation, which destrates a statistically significant and high
level of concurrence between the Master’s traimaticertified clinicians and eligible
Psychologists and Physician/Psychiatrists, thediowi recommends that the current waiver be
made law to include all LMEs. This is done with thederstanding that each LME would be
required to adhere to the training, testing andfeztion process that the Division of Mental
Health, Developmental Disabilities and Substancas&lServices has established, with the
concurrence of the Stakeholders Advisory Commiitealentifying Licensed Clinical Social
Workers and Licensed Clinical Addiction Specialtstsarry out First Commitment evaluations.
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Appendix A
Key Results From Phase | Evaluation, 2006
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Phase | Evaluation Summary: [The complete Phase keport is available on request]
There were four primary questions that this pilatgsam attempted to answer. These were:

1. Does having Master’s trained professionals perfogniirst level commitment
examinations result in individuals being committetaen they should not have been
committed?

2. Does having Master’s trained professionals perfogirst level commitment
examinations result in individuals not being contedtwhen they should have been
committed?

3. Does having Master’s trained professionals perfogirst level commitment
examinations result in increased harm to eitheptreon being petitioned for
commitment or others?

4. Does having Master’s trained professionals perfogirst level commitment
examinations result in significant medical issuesbeing recognized and addressed?

Findings: Useable data were obtained on 397 patients who weter commitment petition and
received first examinations between January 23Fatuary 27, 2006. There were 246 cases
seen at the pilot sites and 151 cases seen ithparison sites. The largest single portion of
this data came from the Smoky Mountain Center whata was collected on 135 patients.

Table 1displays data on all of the preliminary examinasiconducted by staff at the pilot and
comparison sites in the study. The top part oftdide shows that Master’s level staff
independently completed 90 of the preliminary exations, and that Masters and Doctoral
level staff jointly completed 156 of the examinaso The data was analyzed and it was found
that there was also complete agreement betweereldastd Doctoral level staff in terms of
their recommendations for referring patients farosel examinations.

The bottom part of Table 1 shows that 107 prelimjrexaminations were conducted by
Doctoral level staff at the comparison sites inghely. Only Doctoral level staff were permitted
to conduct these examinations at these sites. , floudata are presented in the columns in the
table for “Masters only” staff and both Masters &@nttoral level staff.

Tables 2 through 5 present data on the legal @&adntrent dispositions from preliminary
examinations conducted at the pilot and comparsses in the study.

Table 2shows that the percentage of patients releasedrot referred for second examinations)
ranged from 35.4% for the pilot sites to 36.4%tfe comparison sites. Alternatively, the
percentage referred for second examinations rafiged63.6% for the comparison sites to 64.6
% for the pilot sites.
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It is important to note that the vast majority lo¢ 837 individuals from the pilot sites and the 39
from the comparison sites that were released wareent home without treatment. The majority
were referred to some inpatient or outpatient tnegit setting. It was not uncommon to
“release” the person from the involuntary committneetition yet admit the person to a
community hospital or crisis center on a voluntaagis. Thus the person is not really released in
terms of treatment even thought they are released the legal perspective.

Table 3shows data on treatment dispositions from tharpneary examinations. It can be seen
from this table that 70.3 % of the patients atghet sites and 65.4% at the comparison sites
were referred for inpatient treatment. Alternatiyel3.6% of the patients at the pilot sites and
18.7% of those at the comparison sites were refdareoutpatient treatment.

The Preliminary Report for this study focused ompé#ients where their preliminary
examination involved both Masters and Doctoral Istaff. Those data showed there was no
difference between these staff in terms of recontgagons from their preliminary examinations.
A similar analysis of data on 156 patients who haen examined by both Masters and Doctoral
level staff was conducted, and the data showedahee results as the earlier study. Thus, it
appears that other factors are more likely to acttar variations in legal and treatment
dispositions from preliminary examinations.

Table 4displays data on both the legal and treatmenbdisipns from the preliminary
examinations. Overall, this table shows that ctossvo-thirds of the patients were referred for
inpatient treatment, one-third were referred faipatient treatment, and that a small percentage
(6.1% for pilots and 10.3% for comparisons) wefemred for other treatment or were not
referred for treatment.

This study found that there was strong agreememtdsn Masters and Doctoral level staff in
terms of patients recommended for second exammatiblowever, while staff may agree on
which patients they recommend for second examingtithis does not mean that they made the
right recommendations for those patients. Consdtyyeve analyzed data on the legal
dispositions of the patients referred for secorgh@rations. These examinations are usually
conducted by highly qualified medical staff at coomity or state psychiatric centers, and thus
they can provide an objective means for asseskanguality of referrals from preliminary
examinations.

Table 5displays data on legal dispositions from secorafréRations conducted on patients
referred from the pilot and comparison sites ingtugly. The choice at this point in the
commitment process allows for the physician perfogihe second level examination to agree
with the first level examiner and commit the persono determine that the person does not meet
the criteria for commitment and release the pefsmn the commitment petition. Table 5 shows
that the percentage of commitments ranged from281d3 Crossroads to 100% for Centerpoint.
While the percentage of commitments was lowertierdomparison site (Durham) than for the
pilot sites (76.7% vs. 89.4%) these sites are ahfito be truly comparable due to differences in
their service providers and consumers. Nonethelfleegjata suggest that staff at both the pilot
and the comparison sites did an exemplary jobreesgng and referring patients for second
examinations.
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A review of adverse events recorded on follow-upribt find a difference in events between
Masters or Doctoral level staff. However, the sf¢éhis sample combined with the rarity of
adverse events does not permit this study to drgmcanclusion from this data. The sample size
in this study was too small to allow for a statiatly significant finding. A review of missed

medical data also did not allow for conclusions theatfew events were found with both the
Doctoral and Master’s level evaluators.
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Table 1: Preliminary Examinations Conducted by Masers and Doctoral Level Staff at Pilot and Comparisn Sites

Staff Who Conducted Preliminary Examinations

Masters-Only Doctoral-Only Both Total
Pilot Sites N % N % N % N %
Centerpoint 8 8.9% 0 0.0% 5 3.2% 18 5.3%
Crossroads 14 15.6% 0 0.0% 38 21.2% 47 19.19
Pathways 3 3.3% 0 0.0% 17 10.9% 20 8.1%
Piedmont 5 5.6% 0 0.0% 26 16.7% 3L 12.6%
Smoky Mt. 60 66.7% 0 0.0% 75 48.1% 135 54.9%
Total | 90 100.0% 0 0.0% 156 100.0% 246 100.0%
Staff Who Conducted Preliminary Examinations
Masters-Only Doctoral-Only Both Total
Comparison Sites N % N % N % N %
Durham 0 0.0% 70 65.4% 0 0.0% 70 65.4%
Eastpointe 0 0.0% 37 34.6% 0 0.0% 37 34.6%
Total| O 0.0% 107 100.0% 0 0.0% 10y 100.0%

1. Masters level staff permitted to make final deteration for preliminary examinations only when thegommended patient for second Examination

2. Allrecommendations made by Masters level staff'felease” were reviewed by Doctoral Level stafiownade the Final Determination
3. North Carolina Law permitted Masters Level PreliavynExaminations only at Pilot Sites



Table 2: Legal Dispositions from Preliminary Examirations Conducted at Pilot and Comparison Sites int8dy

Legal Dispositions from Preliminary Examinations

Number Released

Percent Released
After Preliminary

Number Referred fop Percent Referred fof After Preliminary
Pilot Sites | Second Examinations Second Examinationg  Examinatior? Examination Total
Centerpoint 5 38.5% 8 61.5% 13
Crossroads 26 55.3% 21 44 7% 47
Pathways 11 55.0% 9 45.0% 20
Piedmont 21 67.7% 10 32.3% 31
Smoky Mt. 96 71.1% 39 28.9% 135
Total 159 64.6% 87 35.4% 246
Legal Dispositions from Preliminary Examinations
Number Released| Percent Released
Number Referred fol Percent Referred fof After Preliminary After Preliminary
Comparison Siteg Second Examinations Second Examination$ Examination Examination Total
Durham 44 62.9% 26 37.1% 70
Eastpointe 24 64.9% 13 35.1% 37
Total 68 63.6% 39 36.4% 107
Includes 14 voluntarily admissions to inpatientgiggtric facilities

1.
2.

Includes three Outpatient Commitments (releaseipgrabunt hearing)
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Table 3: Treatment Dispositions from Preliminary Examinations Conducted at Pilot and Comparison Sites Study

Treatment Dispositions from Preliminary Examinasion

Pilot Number Percent Number Percent Number Percent Total
Sites Inpatient Inpatient Outpatient Outpatient Othef Other Exams
Centerpoint 9 69.2% 3 23.1% 1 7.7% 13
Crossroads 29 61.7% 14 29.8% 4 8.5% 47
Pathways 14 70.0% 4 20.0% 2 10.0% 20
Piedmont 18 58.1% 12 38.7% 1 3.2% 31
Smoky Mt. 103 76.3% 25 18.5% 7 5.2% 135
Total 173 70.3% 58 23.6% 15 6.1% 246
Treatment Dispositions from Preliminary Examinasion
Comparison Number Percent Number Percent Number Percent Total
Sites Inpatient Inpatient Outpatient Outpatient Other Other Exams
Durham 46 43.0% 16 15.0% 8 11.4% 70
Eastpointe 24 22.4% 4 3.7% 9 24.3% 37
Total 70 65.4% 20 18.7% 17 15.9% 107

2. Includes patients who were not referred

1. Includes patients referred for second examinatiGnisjs Beds, and Homes for Assisted Living
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Table 4: Legal and Treatment Dispositions from Praminary Examinations Conducted at Pilot and Comparson Sites in Study

Pilot Sites Legal Dispaositions from Preliminary Bxaations
Number Referred| Percent Referred| Number Released Percent Released

Treatment for Second for Second After Preliminary | after Preliminary
Dispositions Examination Examination Examination Examination Total Percent
Inpatient
Treatment 159 64.6% 18 7.3% 173 70.39
Outpatient
Treatment 0 0.0% 58 23.6% 58 23.69
Other Treatment/
Not Referred 0 0.0% 15 6.1% 15 6.1%

Total 159 64.6% 87 35.4% 246 100.09
Comparison Sites Legal Dispositions from Prelimynakaminations

Number Referred| Percent Referred| Number Released Percent Released

Treatment for Second for Second After Preliminary | after Preliminary
Dispositions Examination Examination Examination Examination Total Percent
Inpatient
Treatment 68 63.6% 2 1.9% 70 65.49
Outpatient
Treatment 0 0.0% 26 24.3% 26 24.39
Other Treatment/
Not Referred 0 0.0% 11 10.3% 11 10.3%

Total 68 63.6% 39 36.4% 107 100.0¢

1. Includes patients referred for second examinations
2. Includes 6 patients with outpatient commitmentieéee pending court hearing)
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Table 5: Legal Dispositions from Second Examination Conducted at Pilot and Comparison Sites in Study

Legal Dispositions from Second Examination

Number Number Numler Number Percent
Pilot Sites Referred Missing Data | Having Data| Committed Committed
Centerpoint 5 1 4 4 100.0%
Crossroads 26 10 16 13 81.3%
Pathways 11 0 11 10 90.9%
Piedmont 21 1 20 18 90.0%
Smoky Mt. 96 5 91 82 90.1%
Total 159 17 142 127 89.4%
Legal Dispositions from Second Examination

Number Number Number Number Percent
Comparison Sites Referred Missing Data | Having Data| Committed Committed
Durham 44 1 43 33 76.7%

Eastpointé 24 0 0 0 0.0%
Total 68 1 43 33 76.7%

1. Based on data collected by study and data éaileom HEARTS

2. Based on number having data on second Examinatio
3. No second Examination data available for Eastpoi
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Statements Supported by the Data: The following statements are sapted by the data from the
Phase 1 evaluation,

* When examining the same patieritasters as well as Doctoral level staff makesdme
recommendations about whether to release or copatiénts.

* When examining different patientgthin the same LME, Masters as well as Doctoral
level staff appear to make the same recommendadiomst whether to release or commit
patients.

e Given that both Masters and Doctoral level stafkenthe same recommendations
regarding commitment or release, it is expectetttteaclinical outcomes would be
similar.

* It appears that the availability of community res®s is the determining factor in
whether or not the patient is sent to a secure Htaychiatric or Substance Abuse facility
or placed in their local community.

» There was no evidence found to suggest that Malstegt staff performs first level
commitment examinations differently than Doctoeald| staff.

* There is a great deal of variability in the comnetrhprocess and outcome depending on
the LME involved.

Discussion: At the outset, the evaluation of the First Leveh@nitment Pilot Program
attempted to address the following four questidaach question is listed below followed by a
discussion.

1. Doeshaving Masterstrained professionals performing first level commitment
examinations result in individuals being committed when they should not have been
committed? The data in the study indicates that the itets send patients for a
second level commitment examination at the sangeasido the comparison sites. The
percent of time the patient is committed followithg second level examination is higher
for the pilot sites (89.4% vs. 76.7%) suggestirgg aster’s level staff are at least as
accurate at making the correct commitment decisiorferring patients for the second
level examination. The comparison site (Durhanthia study having follow up data
may not be representative thus one can not gepetalisay that Master’s level
evaluators are more accurate in making commitmecistns.

2. Does having masterstrained professionals performing first level commitment
examinations result in individuals being released when they should have been
committed? As noted earlier, the scope of the study picies any definitive answer to
this question. However, due to the design of thdys no Master’s level clinician
released anyone without the review and approvalDbctoral level supervisor.
Therefore, if an individual was released when tsleyuld have been committed the
Doctoral level staff concurred with the releaseis®tudy is not able to answer with
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certainty that Master’s level clinicians releaséyamhen appropriate as the study’s
design did not allow for independent review of reestevel staff commitment decisions
by highly trained and experienced doctoral levdividuals. However, no data was found
to suggest that the persons being released by Makteel staff should have been
committed. In terms of referring for commitment thata shows that the Master’s level
staff have a higher rate of agreement with thesileciof the second level evaluator than
do the physician evaluators.

3. Doeshaving Masterstrained professionals performing first level commitment
examinationsresult in increased harm to either the person being petitioned or others?
As noted earlier, the scope of the study did notgehis question to be definitively
answered. This study did not produce any evidémseiggest that there were more
adverse events among patients released by Makteelsclinicians then by the doctoral
level staff at the comparison site. There were delwerse events reported and there were
no significant differences between Master’'s vedoustoral level staff.

4. Doeshaving Masterstrained professionals performing first level commitment
examinations result in significant medical issues not being recognized and addressed?
The small sample size and the rarity of such mégicablems make answering this
guestion impossible with the current study. Howethas study found no evidence that
significant medical issues were missed by Mastexsl clinicians. In fact, the very few
incidences reported were divided among Master'sllaad physician evaluators.

The study began with the evaluators having the thgsis that Master’s level staff would release
more individuals than doctoral level clinicians.i§ hypothesis was based on the belief that the
masters level evaluators would be placing indivislim community settings more frequently and
that ER physicians would be more likely to passphtent on to the second level evaluation. In
fact, pattern of release following the first leeslamination was the same for both groups and the
primary factor in deciding whether a person is cottatd or released appears to be the presence
of appropriate community resources.

Both the pilot and comparison sites sent patiemisgatient and outpatient settings at
approximately the same rate. However, the compasges released slightly more individuals
to other forms of treatment or released withowgfarral.

There was a great deal of variability among LMEggasting that there are a range of factors
effecting the outcome of commitment evaluationsibdbes not appear that the educational
level of the staff performing the evaluation isgn#ficant factor. The various LME processes
and procedures surrounding involuntary commitmerdg be an important factor in accounting
for this variability. In addition, the differencasnong state hospitals may also contribute to the
variability.

It appears that the high level of agreement amoagtéts and Doctoral level clinicians seeing
the same patient may be due to the following factor
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* The very thorough training program developed bitedtalders and pilots

* The high level of competency required to pass Kaemenation

* The supervision that all Master’s level staff ob& following the examination.

* The Doctoral level consultation required in allesasvhere the Master’s level staff person
is considering releasing the individual from thencoitment following the first
examination

The presence or absence of community resourcessdedme the determining factor in whether a
Masters or Doctoral level professional performinfyst level commitment examination can
send the individual to treatment in their local eoumity versus having to transport the
individual to a state psychiatric hospital or toAdoohol and Drug Abuse Treatment Center.
Sites in this study having access to communityscheds were able to appropriately divert
commitments from state facilities.

Recommendation: This study found that Masters and Doctoratlestaff make similar
commitment decisions. Community resources, diffees among LMESs, and possible
differences among state hospitals appear to bathers most affecting the commitment process
and outcome. The design of the pilot helped torasthat safety was secured by requiring
Master’s level professionals planning to releageinilividual from a commitment petition

obtain consultation and approval from a Doctoreélgrofessional. Therefore, the following are
recommendations based on the evaluation of thé lEexsel Commitment Pilot Program.

* Itis recommended that this pilot be expanded widtto allow clinical social workers,
psychiatric nurses, and clinical addictions sp&t®ko perform first level commitment
examinations.

* To accomplish this, it is recommended that Geretatlutes 122C-261-263 and 281-283
be amended to allow an eligible clinical social kerand an eligible clinical addictions
specialist to perform the initial (first level) conmtment examination. Definitions for
each of these professions could be added to ther@estatutes to include a licensed
clinical social worker or a Master’s level licensdhical addictions specialist. To be
eligible, these professionals would be requiredaimplete a uniform training course,
pass an approved examination, have approved sspmaryvand obtain approval from
Doctoral level staff person prior to releasing madiividual from a commitment petition.

» If this pilot is expanded, it is recommended tlnerée be some identifier given to
individuals eligible to perform these first leve@lmmitment examinations so that
facilities accepting involuntary commitments witidwv who is qualified to sign the
involuntary commitment examination form. In adaiij it is recommended that the
Division of Mental Health, Developmental Disab#i$, and Substance Abuse Services
(DMH/DD/SAS) maintain a registration of these nenafpssionals eligible to perform
first level commitment examinations.
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Appendix B
Maps Showing Distribution of Professional Group®Nirth Carolina
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Total Number of Psychiatrists (All Specialties)
in NC By County As of Oct 21, 2007
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Number of Psychiatrists Per County Data_ Source: North Car_ollna_ Health Professu)_ns Data Systen_w, C_eC|I G. Sheps Center for Health
= o (32 counties) Services Research, University of North Carolina at Chapel Hill, with data derived from the North
O1to2 (26 counties) Carolina Medical Board and North Carolina Medical Society, 2007.

O03to6 (17 counties) .
O 7 to 182 (25 counties) Map prepared by NC DMH/DD/SAS, Quality Management Team

[Includes active, instate, non-federal, non-resident-in-training physicians by self-reported primary specialty area, licensed in NC as of October 21, 2007]

Number of Practicing Psychologists (Doctoral Level)
In NC By County As of October 21, 2007
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[Includes those who are licensed and active within the profession as well as those with unknown activity status; inactives are excluded.]
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Number of Licensed Clinical Addictions Specialists
In NC By County As of August 6, 2009
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Number of Licensed Clinical Social Workers (LCSW)
in NC By County as of February 2007
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Number of Psychiatric Nurse Practitioners
In NC By County, April 2008
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Appendix C
Training and Testing Modules
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FIRST COMMITMENT TRAINING Links
(to access the web, put your mouse on the linkCaittrol and right click)

I ntroducti on- Doug Trant ham
http://web4. streamhost er. com pwkeys2/ CCT__Intro_Trant haml/i ndex. ht m #

Ri sk Assessnment Overview - Ml ly Richardson
http://web4. st reamhost er. com pwkeys2/ CCT__Ri sk_Assessnent/i ndex. ht m #

Law & Procedure- Mark Botts

htt p://web4. st reamhost er. conf pwkeys2/ CCT__ Law&Pr ocedur e/ i ndex. ht m #
and

http://web4. st reamhost er. com pwkeys2/ LawAndPr ocedure fil es/franme. htm

*(This presentation best viewed in Internet Explorer)

Note that this part of the presentation largelyersfto forms that your FC point person should
have and can make available to you.

Eric El bogen- Violence Part One
htt p: //web4. st reamhost er. conf pwkeys2/ CCT__ Vi ol ence_El bogenl/i ndex. ht m

Eric El bogen- Violence Part Two
http://web4. st reamhost er. com pwkeys2/ CCT__ Vi ol ence_El bogen2/i ndex. ht m

Judge Denni s Redwi ng- Legal Status
http://web4. st reamhost er. com pwkeys2/ CCT__Legal St at us_Redwi ng/ i ndex. ht m

Barbara Hal | i sey- Suicide and Self Harm
http://web4. st reamhost er. com pwkeys2/ CCT__ Sui ci dePot enti al Hal i sey/index. ht m

Barbara Hal | i sey- Di agnosis
http://web4. streamhost er. com pwkeys2/ CCT__Di agnosi s_Hal | i sey/i ndex. ht m

Mol |y Ri chardson- Substance Abuse
http://web4. st reamhost er. com pwkeys2/ CCT__Subst ance Abuse_ Ri chardson/i ndex. ht
m

Dr. Eugene Mal oney- Mental Retardation
htt p://web4. st reamhost er. com pwkeys2/ CCT__ Ment al Ret ardati on_Mal oney/ i ndex. ht m
I

Judge Buckner- Medical |ssues 1
http://web4. st reamhost er. conf pwkeys2/ CCT__Medi cal | ssuesl Buckner/i ndex. htn

Judge Buckner- Medical |ssues 2
http://web4. st reamhost er. com pwkeys2/ CCT__Medi cal | ssues2 Buckner/i ndex. ht m

Doug Trantham Privil eging
http://web4. st reamhost er. com pwkeys2/ CCT__Pri vl egi ng_Trant hanii ndex. ht m #

Beth Guzman- Legal |ssues
htt p: //web4. st reamhost er. conf pwkeys2/ CCT__Legal | ssues Guzman/i ndex. ht m #
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Appendix D
Preliminary Mental Health Assessment Tool
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Mental Status Exam
Part 1

Date Consumer ID

A. Appearance:

Physical Abnormalities:

B. Dress: [_] Appropriate  [_]Inappropriate

If in appropriate, describe:

C. Mood: [ ] Normal [ ] Depressed [ ] Manic [ ]Anxious [ ]| Other

If other, describe:

D. Verbal Behavior: [_| Normal [ ] Slow [ ]| Rapid/Pressured
[] Spontaneous [ ] Non-spontaneous but appropriately responsive
[] Inappropriate

If inappropriate, describe:

E. Motor Activity: [ | Normal [ ] Psychomotor Retardation [ ]Agitated [ |Other

If other, describe:

F. Affect: ] Normal [ ] Labile [ ]Inappropriate

If inappropriate, describe:

G. Oriented:[ ] Time [_] Place [_|Person

Describe:

H. Memory: [ ]| Unimpaired [ ]Impaired

Describe:

I. Hallucinations: [ | No [ ] Yes
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Describe:

J. Delusional Thoughts: [ | No [ ] Yes

Describe:

K. Feelings of Depersonalization: [ | No [_] Yes

L. Feelings of Unreality: []Yes []No

M. Somatic Functions: Appetite Sleep
N. Suicidal Ideation: [ | No [ ] Yes [ |Plans [ ] Attempts

Comments:

O. Homicidal Ideation: [J No L[] Yes

Comments:

P. Estimate of Intelligence:

Q. Judgment: [ Poor [J Fair [] Good

Comments:

R. Insight: [| Poor [] Fair [] Good

Comments:

Use the space below if you would like to provide additional information on the consumer. Signature/Date
required.

Signature: Date:

37



Appendix E

State Protocol for Medical Clearance of Consumers
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Appendix F
The Galatean Mental Health Risk Assessment Tool$ER ool)
www.galassify.org/grist

Version 3 (Adapted for North Carolina Division ofetal Health/Developmental Disabilities and
Substance Abuse Services)
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